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n treatment-naïve and treatment-experienced patients.
rom these and other trials it was possible to conclude that
he use of these new agents in monotherapy, owing to its
elative low genetic barrier, was associated with a rapid
evelopment of resistance to the drugs and that the use
f ribavirin was always necessary. These new agents will be
vailable for general clinical use in the next years but they
ust be used as a complement of current therapy.
oi:10.1016/j.ijid.2010.02.1516
3.004
anagement of HIV and Hepatitis C Co-infection
. Brito
University of Illinois, Chicago, IL, USA
The rate of coinfection of HIV with Hepatitis C is high
n countries where the mode of transmission is predomi-
antly intravenous drug abuse. The success of highly active
ntiretroviral therapy (HAART) in decreasing HIV related
orbidity and mortality has shifted the focus of care for
eople living with HIV. More attention is being paid to the
anagement and prevention of chronic ailments such as car-
iovascular, liver and renal disease. Thus, it is important
or the clinician treating HIV infected patients to recog-
ize the clinical presentations, spectrum of disease, efﬁcacy
f treatment and principles of management for coinfected
atients. Patients coinfected with the HIV and Hepatitis C
iruses have an increased risk of liver related morbidity and
more rapid progression to end-stage liver disease. The
reatment of these patients is complex owing to the signiﬁ-
ant side effects and limited efﬁcacy of Peg Interferon and
ibavirin. This lecture will review the epidemiology, nat-
ral history, diagnosis, management and newer treatment
odalities in HIV/HCV coinfection.
oi:10.1016/j.ijid.2010.02.1517
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nfectious diseases and infection control after natural dis-
sters
. Ambrosioni ∗, D. Lew, I. Uc¸kay
University Hospitals of Geneva, Geneva, Switzerland
Infections are frequent complications after natural
atastrophes. Previous reports suggest a high prevalence
f colonisation and infection with multi-resistant Gram-
egative pathogens in victims of natural disasters.
Literature regarding infections and infection control
easures after natural disasters was reviewed from 1986
hrough the end of 2009, with special emphasis on the 2004
sunami. Local microbiology of patients followed in our insti-
ution was also reviewed.Patients admitted after natural disasters often have
olymicrobial infections with atypical bacteria and fungi.
oreover, they are usually colonised or infected with
ulti-drug resistant organisms. These pathogens are
a
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cquired either nosocomially or environmentally. Sev-
ral studies have suggested that Gram-negative bacteria
re more prevalent than Gram-positive bacteria. A high
ncidence of colonisation and infection with extended
pectrum -lactamase-producing bacteria, multi-resistant
on-fermenting Gram-negative rods and difﬁcult to treat
ungal infections are found in these patients and may pose
hallenges in routine hospital care.
According to published date and our own experience,
e recommend pre-emptive contact isolation for victims
f natural disasters during hospitalisation until results of
icrobiological cultures become available. If respiratory
ymptoms are present, droplet isolation must be included.
hese measures should also be applied during the air
ransportation of these patients. Considering the differ-
nt multi-resistant colonisers, cohorting patients must be
voided whenever possible. In cases of life-threatening
nfections, empiric antibiotic therapy must cover multi-
esistant non-fermenting Gram-negative rods. Clinicians
ust be aware of unusual microbiological ﬁndings in these
atients.
oi:10.1016/j.ijid.2010.02.1518
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nfectious diseases and war conﬂicts in the Middle East
. Shibl
King Saud University, Ryadh, Saudi Arabia
Infectious diseases and war have been witnessed for as
ong as human life. Historically, infectious diseases have
een responsible for the majority of deaths during war;
owever, numerous medical and military advances have
eversed this trend, resulting in more deaths from bat-
le than infectious diseases in the 20th century. Wounds
ncurred in war are grossly contaminated with bacteria and
ost will become infected unless appropriate treatment is
nitiated quickly.Common infections include respiratory as
ell as gastrointestinal infections. Endemic diseases are also
eported during the war and they include Brucella, Q-fever,
alaria, Sandﬂy fever and Leishmaniasis. Non-battle injuries
uch as mental and combat stress are common; while battle
ssociated infections such as trauma- related complications
re extensively reported.
Multidrug resistances (MDR) Gram negative bacilli have
een reported in war wound infections, particularly Acine-
obacter spp, Enterobacter spp.and Pseudomonas spp. and
herefore empirical treatment for infected war wounds
hould be given to cover MDR. Other war related infec-
ions such as malaria, MDR tuberculosis, chronic Q fever and
rucellosis may become apparent after returning home and
herefore they should be considered due to their lengthy
eactivation periods. In addition to this, vaccines have
roven to be an important breakthrough to help prevent the
pread of several infectious diseases.
War wounds are predisposed to infection due to envi-
onmental conditions on the battleﬁeld, devitalized tissue,
nd foreign bodies in the wound as well as delays in
vacuating causalities. Knowledge of likely pathogens for
articular infections and sites, as well as optimal antibi-
tics to eradicate those pathogens will aid battleﬁeld
trac
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healthcare providers in averting and treating infections
appropriately.
doi:10.1016/j.ijid.2010.02.1519
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Infectious diseases and earthquakes in Peru
E. Gotuzzo
Universidad Peruana Cayetano Heredia, Lima, Peru
Because of the presence of the Nazca tectonic plate,
Peru is a risk area for earthquakes. The surveillance system
for infectious diseases conﬁrms that respiratory infections
(bronchitis, pneumonia, etc.) are frequent. This probably
occurs because people sleep in provisional places and in
unsanitary conditions. Cutaneous infections (pyodermitis,
cellulitis, etc) are therefore also frequent. Allergy to dust is
sometimes confused with respiratory infections.
If there is sufﬁcient water of good quality, there are no
outbreaks of cholera, typhoid fever or salmonellosis. In Peru,
although there have been more than 15 earthquakes over
the past 20 years, there were not any outbreaks of food- or
vector- borne diseases.
It takes time to mount a vaccination campaign: it is very
difﬁcult to vaccinate during the ﬁrst weeks after a disaster
and there is no immediate effect. No vaccination plan has
shown to be useful. On the contrary, vaccinations can be
associated to unusual or adverse effects. The experience of
vaccination against yellow fever in Ica- Peru in 2007, which
was motivated only by the possibility of ecological change,
showed more adverse effects than beneﬁts.
doi:10.1016/j.ijid.2010.02.1520
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Disaster Relief in Haiti
V. Krcmery ∗, M. Philippe
St. Elizabeth University College of Health and Social Sci-
ences, Bratislava, Slovakia
Hurricanes hits Caribbean region every year, strangest
rains are excepted in August and September. Year 2008
was catastrophic because the Hispaniola Island (Haiti and
Dominican Republic) have been affected twice in a start
period (2 weeks). First hurricane hit south of Haiti in mid-
dle and second whole island at the end of august 2008
and caused subsequent ﬂoads which persistent in north,
affecting mainly the city Gonaives with more than 100 000
people for several month. During this period, non-falciparum
malaria and diarrhoeal disease increased 2,5 - 3 times. How-
ever, no major outbreaks of hepatitis and leptospirosis have
been noted in this area because of Governmental UN human-
itarian assistance and reconstruction of water supply. Our
hospital in Mole st. Nicolas and clinic in Baiedes Hennes
have noted increasing incidence of malaria but not signif-
icant increase of diarrhoeal disease, because in rural area,
where are located, are wells protected against ﬂoads. Large
cities/urban areas near rivers are much more affected by
hurrican related ﬂoads then coastal regions.
doi:10.1016/j.ijid.2010.02.1521
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reating Resistant Filamentous Fungi Infections
. Graybill
University of Texas Health Science Center, San Antonio, TX,
SA
Resistance to treatment can be caused by intrinsic resis-
ance to antifungal drugs, and also by the angioinvasive
ature of some of these mycoses, which causes distal pul-
onary infarction. As blood ﬂow is blocked, antifungal
rug penetraiton is decreased. Both considerations must be
ddressed.
With the development of infarction, there is decreased
enetration of polyenes and presumably all antifungal drugs
nto tissue. Inadequate delivery of antifungal drugs is one
eason which causes in vitro susceptible pathogens, like
spergillus species (triazoles) or zygomycetes (polyenes)
o progress in the presence of antifungal therapy which
‘should be effective’’.
Management of clinical resistance in these patient can be
mproved at the outset, by accelerating the speed of diag-
osis and initiating treatment more promptly. Tools for this
nclude a) rapidlly identifying patients at high risk and b)
ntensive surveillance with serum (and now bronchoalveolar
avage) galactomannan, beta-D-glucan, and PCR. The former
llows identiﬁcation of groups for antifungal prophylaxis,
nd the latter allows for identifcation of patients ever ear-
ier in the course of disease. There is room for considerable
mprovement in rapid diagnosis.
Intrinsically high resistance to antifungals can be pre-
icted for many (not all) isolates simply by identifying the
ungal species. This is straightforward for polyene resistance
f Aspergillus terreus, or almost pan-antifungal resistance
f Scedosporium proliﬁcans. Others, such as Fusarium or
aecilomyces species, are very challenging, but may respond
o high levels of certain antifungals. For these patients ani-
al studies and small clinical series may provde guidance.
here is great temptation to use combinations of antifungal
rugs, especially when synergy is suggested by in vitro stud-
es. This area is complicated by the rarity of such isolates
nd inability to collect large series of infected patients.
or some, recommendations may need to be individualls
ailored.
oi:10.1016/j.ijid.2010.02.1522
5.002
he endemic systemic Fungal Infections in Latin America
. Restrepo
Corporacion para Investigaciones Biologicas (CIB), Medellin,
ntioquia, Colombia
Three endemic mycoses, coccidioidomycosis (C), histo-
lasmosis (H) and paracoccidioidomycosis (P), have rele-
ance in Latin America as they occur in most countries of
he region although their distribution is not homogenous.
he etiologic agents are the soil-related dimorphic fungi
occidioides immitis, Histoplasma capsulatum and Para-
